abrupt pulmonary edema was occurred after cardiac rehabilitation for 4 weeks.
Relevant clinical history and physical exam. YNL is a 66 years old chronic smoker who enjoyed well past health. He was admitted for sudden onset severe chest pain without hemodynamic compromise. Physical examination showed normal JVP, clear chest and dual heart sound without significant heart murmur.
Relevant test results prior to catheterization. Electrocardiogram on admission showed ST segment elevation over anterior precordial leads. Echocardiogram showed impaired left ventricular systolic function with hypokinetic myocardium supplied by left anterior descending artery. CXR showed normal mediastinum without evidence of pulmonary edema.
Relevant catheterization findings. Urgent coronary angiogram confirmed acute proximal left anterior descending artery thrombotic occlusion. Left circumflex artery and right coronary artery were unremarkable.
[INTERVENTIONAL MANAGEMENT] Procedural step. Right radial approach with 6Fr IL3.5 guiding catheter was used. Thrombotic occlusion was crossed with Runthrough guidewire and GP2b3a inhibitor was given. Thrombectomy device aspirated small amount of white thrombus. An underlying critical stenosis at LAD/ D1 bifurcation (medina 1,1,1 lesion) was found. D1 was also wired and bifurcation lesions were sequentially pre-dilated. Proximal to mid LAD lesions were then stented with 3.0 x 22mm and 3.0 x 26mm DES with overlapping. D1 was then found jailed after LAD stenting.
Suddenly patient developed severe chest pain with cardiogenic shock while attempting to rewire D1 acute closure. Extensive thrombus was found in LMN extending to LAD and LCx. Hemodynamic was immediately supported by high dose inotropes and IABP. However patient then developed recurrent malignant arrhythmia and acute pulmonary edema, which necessitated multiple defibrillation/ cardio version and mechanical ventilation. After repeated cardiopulmonary resuscitation and severe patient agitation despite sedation, guiding catheter and all guidewires were totally lost.
Femoral approach with 7Fr EBU3.5 guiding was then switched for better support. LAD and LCx were carefully re-wired. LCx was reopened first and LMN-LAD was then stented with 4.0 x 22 with overlapping to LAD stent. Final kissing inflation to LAD/LCx was performed. Final angiogram showed TIMI 3 flow. Patient finally survived and was successfully discharged from hospital after intensive support.
Case Summary. We presented a complicated case when acute LAD thrombotic occlusion first became bifurcation lesion with D1 occlusion, then LMN occlusion with circulatory collapse and finally guiding catheter/guidewire lost in a dying heart. However we managed to save the patient with satisfactory outcome.
Highlighted discussion Choose stenting strategy (simple vs complex) in case of difficult bifurcation lesion in primary angioplasty setting. Relevant clinical history and physical exam. A 51-year-old man was sent to the emergency department with a complaint of typical retrosternal chest pain lasting for 1 hours accompanied by cold sweating. He had been smoking 0.5PPD for 30 years and a history of hypertension for years with medication control. The patient had no history of angina pectoris before and no family history of CAD diseases. In the emergency department, he lost his consciousness and developed VT/VF requiring direct-current cardio version, CPR and emergency intubation.
Relevant test results prior to catheterization. On physical examination, his blood pressure couldn't be measured, and his pulse rate was 76 beats/min and regular. The ECG showed atrial fibrillation, left axis deviation and ST-segment elevation in leads aVR, I, aVL, and V1-V6. The plasma levels of both troponin I and creatinine kinase-MB on emergency department were normal: <0.05 ng/mL(reference value, <0.4 ng/mL) and <1 ng/mL, but myoglobin was high: 379ng/ml, respectively. The other laboratory findings were as below.
